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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY ORLSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
. What corrective action(s) will be .
F 184 | 4B3.10(e), 483.75((4) PERSONAL F 164 accomplished for those resiaents found to | 0926713
88=0 | PRIVACY/CONFIDENTIALITY OF RECORDS have been affected by the deficient o
tice;
The resident has the right to personal privacy and pracHes
confidentiality of his or her personal and clinical Resident #40 curtain was pulled the rest of
records. the way by CNA #4 on 8/5/13 immediately
following observation, CNA #4 was
Personal privacy includes accommodations, educated by Unit Manager on 8/5/13 to
medical freatment, written and telephone ensure that tesidents who are exposed while
communications, personal care, visits, and lying in bed and in view to the hallway are
meetings of family and resident groups, but this concealed by a privacy curtain and that
does not require the facility to provide a private resident dignity is being met.
room for each resident. )
. How you will identify other residents
Except as provided in paragraph {eX3) of this ‘having the potential to be affected by the
| section,the resident may approve or refuse the ;samge deficicnt practice and what
release of personal and clinical reconds to any _corrective action will be taken;
individual outside the fadllity.
- All residents that reside in the facility have
The resident's right to refuse release of personal the potential to be affected. Licensed amd
and clinical records does not apply when the non-licensed staff will be educated by the
resident is fransfarred to another health care Staff Development Coordinator by 8/26/13
institution; or record release is requived by law. . to ensure that residents who are exposad .
while lying in bed and in view to the L
Tha facifity must keep confidential alf information | hallway are concealed by 8 privaey curtain
contained in the resident's records, regardless of and that resident dignity is being met.
the form or storage mathods, except when .
release is required by transfer o another What measures will be put into plece or
healthcare instltution; law; thind party payment what systeraatic changes yox will make to
contract, or the resident. ensure that the deficlent practice does not
' yecur;
This REQUIREMENT is not met as avidenced Licensed and non-licensed staff will be
by: educated by the Staff Development
Based on observation and intervisw, the facility Coordipator upon hire and annually to
failed fo provide dignity for one (#40) of thirty-five ensyre that residents who are exposed while
residents reviewed. lying in bed and in view to the hallway ate
concealed by a privacy curtainoif;d that
Th ings included: resident dignity is being met. Observation
@ findings noks audits will be conducted by Unif Managery
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES SIONATURE TILE (XB) DATE
’ i ve Tas 1'/ 21/ %

deficiency statament ending with an asteriok (*) denoter a daficiancy which the instituticon mey ba exeusod from comecting providing i ks datermiined that
-:h?yersafaguards pmvld,asuﬁ:gmpmtecﬂontom{; patients, (See instructions.) Excaptfornm’shghoma&ﬂmﬁndngsslatadabomamdlsdusable%dms
following the date of survay whether or not a plan &f comreclion b= providad. For nurting homes, the above findings and plans of correction are disclosable
days following the date these documents ara made avallable to the faciity. If deficiendes am dlied, an approved plan of comection Is nequisha fo continued
program particlpation.
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41D SUMMARY STATEMENT OF DEFIGEENCES ™) i PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
. - DEFICIENCY)
: weekly X4 and Monthly X2 fo ensure that
F 184 | Continued From page 1 F 164 resident dignity is being met.
Resident #40 was re-admitted 1o the facility on -
January 25, 2013, with disgnoses including How the corrective action(s) will be
Diabetes Mellitus, Dementia, Hypertension, monitored to ensure the deficient practice
Abnormal Gait, and Abdominal Aorta Aneurysm. will not recur; i.c., what quality assurance
rogram will be put into place.
Observation on August 5, 2013, at 3:20 p.m., in prog P
the resident's room revealed the resident was Audit results will be reported by the
lying on the bed with & brief in place with the Director of Nursing to the Performatce
privacy curtain drawn part of the way. Continued Tnprovement Committee monthly for 3
observation revealed the privacy curtain was not months or until 100% corppliance is
pulled far enough fo conceal the resident wearing achieved. The Performance Improvement
the brief and exposed te view from the hallway. Committee will review these results; and if
. . . . deemed necessaty by the committee,
Interview with Certified Nurse Assistant #4 on additional corrective action(s), measures,
August §, 2013, at 1:20 p.m., confirmed the andfor systematic changes may be initiated.
dignity of the resident was not provided when the -
curtain was not pufled far enough to conceal the
resident wearing the brief and exposed to view
from the halfway.
¥ 221 | 483.13(a) RIGHT TO BE FREE FROM F22%| What corrective action(s) will be 09/26/13
88=D | PHYSICAL RESTRAINTS * accomplished for those residenty found to:f -~ -

The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not requirad to
freat the resident's medical symptoms.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, review of facility|

policy, observation, and Interview, the facliity
falled to assess for the use of rastraints for two
residents (#113, #152) of thirty-five residents
reviewed.

The findings included:

have lreen affected by the deficlent }

practice; |

Resident #113 and #152 initial restraing
assessments were completed by the Director
of Nursing on 8/5/13,

How you will identify other residents
having the potential to be affected by the
same deficient practice and what
corrective action will be taken;

All residents that reside in thé facility that
utilize a contour tatéress amd foam rolls
have the potentiai to be affected, 100% of
resitdents utilizing a contour mattress and
foam rolls were assessed for the use of
restraints by the Assistant Director of

FORM CMS-2667(02-89) Pravious Versions Obsolata
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STATEMENT OF DEFICIENGIES
AN PLAN OF CORRECGHEN O AT o A ﬁﬁg‘;ﬁ CONSTRUGTION B B oY
445288 B WG : 08/07/2013
NAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1234 FRYE STREET, PO BOX 786
LIFE CARE CENTER OF ATHENS ATHENS, TN 37374
0Ky D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cmss-nersneggpslg! TEEJ\!’!)E APPROPRIATE DATE
. F 221 | Continued From page 2 F 299| Nursing on 8/6/13. Direct?r of Nurging and
Resident #113 was admitted to the facility on May ;%mff’;’;m%m?m g":;‘;;l?ﬁo; :::;:ﬁ
31, 2013, with diagnoses kcluding Dementia, &0"‘"3 d I i ‘
Healing Left Hip Fracture, Anemia, and at residents are assessed for the use o
Behaviorat Disturbances restrainis prior to the placement of 2 contour
o Imattress and/or foam rolls.
Medical record review of the quartedy Minimtm . . :
Data Set (MDS) dated July 27, 2013, revealed the What measures wilt be put into l;lm or
resident had severe cognitive impaiment, what systematic changes you will make to-
required extensive assistance of two for transfer, ensure that the deficient practice does not
and no restraints in use. recitr;
Medical record review of fhe Care Plan dated Licensed nursing staff will be educated by
May 31, 2013, revealed no problem, goal, and/or the Staff Development Cm’:lmofduf*’g :
.assessed for the usc of restraints prior to the |
H ; : i f a contour mattress and/or foam:;
Medical record review of a Post Fall Screening |placement of a cos S r
Tool dated-June 9, 2013, revealed ", resident l;mlls. ;:::::tla(r;'ta gmn; ofl;-?s?i?tg :::;1[.]3
. gl 5Iu - Gom.p (]
t;ggrd;i;t ing nextto bed...sug ns: contour ‘Teceive new orders for a contour mattress
_ -aud/or foam rolls weekly X4 and monthly
Medical record raview of a Nursing Home Note X2 to ensure that the initial restraint !
dated June 14, 2013, rovealed "...attempting to assessment 18 completed prior 1o .
jump out of bedwa are going to put some implementation. )
b:arner atthe side of the bed..” - How the corrective action(s) will be
ica! record revi Eall Screeni monitored 0 ensure the deficient practice
1@073 Idcglted June%’?gofa? mla?ﬂ ». rosident will not recur; Le., what quality assurance
was found on perimeter mat at program will be put into place.
bedside...suggestions: foam rolls to bed...” Audit results will bo ted by the
Medical record review of a Weekly Summary Droctor of Nutsing to the Performance
. mprovement Commiites monthly for
dated June 21, 2013, revealed restraints not months or until 100% complianics is
used. achieved. The Performarice mwﬁtﬁ
Medical record review of a Plan of Treatment e re
dated .hily 28, 2013, revesied "the patlent is able -additiona) corrective action(s), measures,
ta safely transition from supine to sitting andfor systematic changes may be initiated,
position...patient is able to safely transfer from .
bed to wheslchalir...”
FORM GM$-2567(02-9%) Pravious Versions Obsolete Event ID:POSM11 Facikty (D; TN5402 1§ continuation shect Page 3 of 21
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Medical record review of the Physician's
Recapitulation Orders dated August 2013
revealed "...Contour Mattress to Bed...Foam Rolls
io Bilat (bilateral) Sides of Bed to Define Bed
Parameter...” -

Medical recard review of Initial and Quarterly
Restraint Assessment dated August 5, 2013,
revealed restraint crossed out and replaced with
the word positioning. Cantinued medical review
of the assessment revealed "...res (resident) has
foam roll...res has poor safety awareness.,.”

Medical record review revealed no resiraint

assessment for the use of the contour mattress
and foam nolls,

Review of faclity policy, Physical Restraint Use,
dated March 2007 raveated *...Policy...physician's
order is required to apply any type of
restraint...Documentation in nurees' notes
inciudes type of restraint, date, time of use,
reason for use, and resident
tolerance...Restraints are used to:.. Prevent
unsupervisad ambulation of residents with
decumented impaired and unsafe ambulation
skills...The interdisciplinary approved plan for
restraint use is outlined in the resident care
plan..."

Observation on August 5, 2013, at 11:35 a.m., in
the residant's room, revealed the resident sitting
on the slde of the bed, legs over the foam rolt and
contour mattress, feat not touching the floor,
yelling "l need help. Continued observation
revealad the left side of the bed against the wall,
contour maltress in place and a foam roll placed
parallel to the right side of the bed against the

" "FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 08380301
STATEMENT OF DEFIGIENCIES 1} PRO ,MSETED
AND PLAN OF CORFanE * }m men?lgr&nm%éa chM'rmoommcnuN (xa)gg‘re URVEY
_ 445298 B. WING 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1234 FRYE STREET, PO BOX 786
c v
LIFE CARE CENTER OF ATHENS ATHENS, TN 37374
{X4) ID SUMMARY STATEMENT OF DEFICIENGIES D FROVIDEITS PLAN OF CORRECTION om
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 221 Continued Frem page 3 F 221
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DEPARTMENT OF HEALTH AND HUMAN SERVICES T FORM APPROVED
CENTERS FOR MEDIGARE & MEDIGAID SERVICES OMB NO. 0938-0291
STATEMENT OF DEFICIENCIES X1} PROVIDE
STATEMENT ¢ (x1) PROVID wﬁgﬂm%&m mime GONSTRUGTION (X3) DATE SURVEY
. 445298 B. WING 0B/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LIFE CARE CENTER OF ATHENS ‘ lﬁgﬁmr" BOX 785
(X4)tD SUMMARY STATEMENT QF DEFICIENCIES it PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX {EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFVING NFORM&TIONJ TAG CROSS-REFERENCED T0) THE APPROPRIATE DATE
DEFICIENCY)
F 221 | Continued From page 4 ' £ 221

contour matiress.

Observation on August 5, 2013, at4:14 p.in.,in
the resident’s room revealed the resident sitting
en the side of the bed, legs over the foam roll and
contour mattress, feet not touching the floor,
yelling "l can't get up.™ Continued observation
reveated the feft side of the bed against the wall,
contour matiress §n place and a foam rall placed
parallel fo the right side of the bed against the
contour matiress.

Observation on August 5, 201 3, at 4:15 p.m., with
the Assistant Director of Nursing (ADON), in
resident #113's room revesled the resident sitting
on the side of the bed attempting to exit the bed,
yelling " can't get up.”

Interview on August 5, 2013, at 4:15 p.m,, in
resident #113's room, with the ADON confirmed
the resident could not remove the foam rofl and
the resident could exit the bed if the foam roll had
not been in place. _ :

Intesview on August 6, 2013, af 2:16 pn., with
the Director of Nursing (DON), in the DON's
office, confirmed no assessment had been
completed for the use of the contour mattress
and the foam rolls as =z restraint,

Resident #152 was admitted to the facility on
December 13, 2012, with diagnoses of Chronic
Airway Obstruction, Coal Workers
Pneumoconiosis, Hyperfension, and Dementia
with Behavioral Disturbances.

Review of the Compréhensive Minimum Data Set
{MDS) dated June 24, 2013, revealed the
resident was severaly cogniltively impaired,

FORM CMS-Z567(02-99) Previotis Varsioas Obenlatn Event ID:POSM11 Fachity i THS402 If contfruation sheet Page Sof 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES "™ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-D891
STATEMENT OF DEFICIENCIES £X1) PROVIDER/SUPPLIERICLIA {P(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED |
445298 B. WING 08107/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE. ZIP CODE
1234 FRYE STREET, PO BOX 786
LIFE CARE CENTER OF ATHENS ATHENS, TN 37374
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
CORRECTIVE ACTION SHOULD BE COMPLETION
p?%m é%%%%%@ﬂﬁﬁ%ﬁ%> e mfsmﬂ RENGED DEmmTHEAPPROPRmE DATE
F 221 | Continued From page 5 F 221
required exiensive assistance with activities of
daily iiving, had upper and lower extremity
Emitations in range of motion and used physical .
restraints while in a chair or out of bed.
Gontinued review revealed no documentation of
bed rastraints in use,
Observation of the resident on August 6-7, 2013,
revealed the residents bed with a foam roll lying
parallel to the contour mattress, beneath the bed
sheets, on the exit side of the bed. Continued
observation revealed the opposite side of the bed
was against the wall.
Review of the Initial and Quarterly Restraint
Assessment dated Juna 18, 2013, revealed no
documentation of the use of bed restraints.
Interview with the DON, on August 7, 2013, at
- { 9:30 am., in the DON's office confirmed the
facility had fa¥ed to assess the foam roll and
contour matiress with bed bolsters as restraints, . o€
F 226 | 483.13{c) DEVELOPéI_’h_ﬁcI;LMENT F226| What correstive action(s) wilive | 03hsts
- L ; PO IES accomp Or those residen o : .
55=0| ABUSE/NEGLECT He have baex affected by the deficient
The facility must develop tlf::td i’"ﬁ.’ﬁ"’e‘“ written practice; -
policies and proceduras prohibit .
mistreatment, neglect, and abuse of residents Smatement was received from CNA #1 -‘;3'
and misappropriation of resident property. Director of Nursing on 8/6/13. Regiona
' Vice President and Regional Director of
' Clinical Services educated Executive
Director and Director of Nursing on
: ; : facility’s pelicy and procedure for
This REQUIREMENT is not met as evidenced investigating an allesation of sbuse on
Based on medical record review, interview, 813, '
review of facility investigations, and review of
facility policies, the facility faited 1o follow policy
and procedure for investigating an allegation of
FORM CMS-2567(02-99) Prawious Varsions Obsolete Event I0; POSM11 Faciity F0: TNS#02 If continuation shest Page 6 of 21
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abuse for one of five abuse investigations
reviewed,

The findings included:

Resident #77 was admitted to the facility on May
3, 2013, with diagnoses including Diabetes
Mellitus, Cellulttis, Congestive Heart Failure,
Decubitus Uleer, and Hypertension.

Interview with the resident on August 6, 2013, at
12:27 p.m.,, in the resident's room revealad the
resident had repaorted to the facility approximately
one month ago a Cartified Nursing Assistant
{CNA) had tried to kiss the resident.

Review of a facility investigation revealed witness
statements from the resident and two of three
CNA's present at the time of the incident,

interview with CNA #3 on August 6, 2013, at 3:32
p.m., in the conference room via telephone
revealed CNA #3 had written a statement about
the incident on May 27, 2013. CNA#3 confirmed
being present in the room at the time of the
incident and the alleged perpetrator had not tried
Io Kiss the resident.

Interview with CNA #1 on August 6, 2013, at 4:05
p.m., In the conference room via lelephone,
revealed CNA #1 had not written a statement
stating "...I was not askad to giva a statement...”
CNA #1 confirmed being present in the room at

_having the potential to be affected by the
' same deficient practice and what
: carrective action will be taken;

. All residents that recide in the facility have

| the potential to be affected. All other abuse

| investigations that were conducted by the

; fucility after the Heaith and Life Safety

i! Code recertification survey eonducted on

i 10/31/11 were reviewed by the Regional

: Director of Clinical Services, Executive

: Director and Ditsctor of Nursing on £/7/13
: with no other concerns identified,

|

' What measures will be put inte place or |

| what systematic changes yon will make to i

! ensure that the deficient practice does nat |
recur:

{ All abuse investigations will be reviewed by
the Executive Director, Director of Nufsing,

" Regional Vice President and Regiotat
Director of Clinical Services to ensure that

“ the facility followed policy and procedure
for investigating an allegation of abuse. The
Regionial Vice President and/or Regionai
Director of Clinical Services will audit
100% of facility abuse investigations weekly
X4 and monthly X2 to ensure that the
facility followed policy and procedure for
investigating an allegation of abuse, Audit
resuits will be reported to the Executive
Director by the Regional Vice President

4237459257 LIFE CARE ATHENS AT7 PAGE 13/32
DEPARTMENT OF HEALTH AND HUMAN SERVICES " ""FORM APPROVED
—CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380394
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTHUG DATE SURVEY
AND PLAN OF CORRECTION ® }lnﬁmmm NUMBER: :ﬁ:umm O W oL
445298 B. WING 081072013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE T
1234 FRYE STREET, PO BOX 786
LIFE CARE CENTER OF ATHENS ' ATHENS, TN 37371
X4} ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 0
PREFIX (EAGH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING tNFORMATION) TAG CROSS REFERENCED T THE APFROPRIATE DATE
F 226 | Continued From pags 6 F 22¢| How you will identify other residents

*
a

the time of the incident and the alleged ana/er Regional Director of Clinical
perpetrator had not tried ta kigs the resident. vcmencpmt rt ittee.
Interview with Registerad Nurse (RN #1), on .
August 6, 2013, at 4:18 p.m., at the 100 musing
station revesled the RN investigated the alleged .
FORM GMS-2587(02.89) Previous Varsions Obsolels Evenl 10: PO5ME Fodity 10z TH5412 if continuation sheet Page 7 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES MPLETE
STATEMENT ¢ ENCH X1} Paowmamqm xm; m;r;m CONSTRUCTION 8 EATE sum;ev
445298 B. WING 08/07/2013
NAME QF PROVIDER QR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
123 FRYE STREET, PO BOX 786
UIFE CARE CENTER OF ATHENS ATHENS, TN 37374 |
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFIGEENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFDRMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 226 | Continued From page 7 F 226 How the corrective action(s) will be
when the resident reported the incident. Further will not recur; i.e., what quality assurance
interview confirmed a witness statement was program will be put into piace.
oblained from CNA #3, but had not been obtained
! . Audit results will be reported by the
ggm%#;oﬁcause CNA#1 was not working Executive Director to the Performanca
y iy ) . Improvement Committes monthly for 3
. . i1 100% compliance is
Review of facility policy and procedure, Abuse months or wni P
and for Neglect Investigation, revised Febrary achioved. Tho Performance Improvement
2009 revesled '-..imstigaﬁon shall indUde a Committee will review these rea-ults, and if
written summary of ..interviews with any deemed neocssary by the committee,
witnesses io the incident...” additional corrective action(s), measures,
and/or systematic changes may be initiated,
interview with the Director of Nursing {DON), on
August 7, 2013, at 9:00 a.m., in the DON office,
revealed the facliity's policy was to "...typically
perform interviews...” when investigating abuse
allegations. The DON confirmed the facllity had
failed to oblain a witness statemant from CNA #1
and the facllity’s policy for investigating
aliegations of abuse had not been followed.
F 279 | 483.20(d}, 483.20(k){1) DEVELOP F 279 What corrective action(s) will be l ngﬁfl?:ll
88=p | COMPREHENSIVE CARE PLANS sccomplished for those residents found o 2
have been affected by the deficient
A facility must use the results of the assessment practice;
to develop, review and revise the resident's . B
comprehensive plan of care. Resident #43 care plan was updated to
reflect instructions for knee _bra_nes,_ pressure
The facity must develop a comprehensive care relief cushions, and/or positioning inthe !
plan for each resident that inciudes measurable wheelchair by the Care Plan Coordinator on !
objectives and timetables to meet a resident’s 8/6/13. Resident #120 care plan was updated
medical, nursing, and mental and psychosacial to reflect blood pressure/blood draw »
needs that are identified in the comprehensive precautions in the extremity with the shunt
assessment. by the Care Plan Coordinator on 8/6/13.
, Care Plan Coordinators were educatad by
The care plan must describe the services that ara the Director ofN}n'sit!g on 8/6/13 to ensure
to be furnished to attain or maintain the resident’s care plans/care directives include _
highest practicable physical, mental, and instructions for knee braces, pressure relief
FORM CMS-2567(02-59) Previous Varsions Obsolele Evert t: POSMI1 Fachty 10: TNS402 1f continuation sheet Page 8of 21
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DEFICENCY)

F 279 | Continued From page 8

psychosocial well-being &s required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due 1o the resident’s exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).

Ihis REQUIREMENT s not met as evidenced

Y-

Based on medical record review, observation,
and interview, the facility failed to develop a
comprehensive care plan for two residents (#43,
#120) of thirty-five residents reviewed.

The findings included:

Resident #43 was admitted to the facility on
September 9, 2013, with diagnoses including

- | Depression, Dementia, Congestive Heari Failure,
and Abnormality of Gait.

Medical record review of the quarterly Minimum
Data Set (MDS) dated July 11, 2013, revealed the
resident was severely Impaired cognitively and
required limited assistance of one for locomotion
off the unit with guided maneuvering of limbs.

Medical record raview of the Care Plan last
updated July 24, 2013, revaaled no care plan for
a knee brace, prassure refief cushion, and/or
positioning.

Medical record review of a Nursing
Rehabilitation/Restorative Care form dated March
12, 2013, revealed ...apply brace to R (right)
knea...”

Medical record review of a Rehabilitation Sesvices

F 270] scushions, and/or positicning in the
wheelchair and that blood pressures/blood
draw precautions are care planned.

How you will identify other residents )
having the potential to be affected by the
same deficient practice and what
corrective action will be taken;

All residents that reside in the facility have
the potential to be affected. 100% audit of
resident care plans and care directives was
started by the Care Plan Coordinators on
8/6/13 and will be completed by 9/26/13 to
cnsure that care plans/care directives include
instructions for knee braces, pressure relief
cushions, and/or positioning in the
wheclchair and that blood pressures/blood
draw precautions are care planned. Licensed
‘nursing staff will be educated by the
Director of Nursing and/or Staff

. ‘Development Coordinator by 8/26/13 to
‘eusure care plans/care directives include |
mstruetions for knee braces, pressure relisf TR
cushions, and/or positioning: in the :
wheelchair and that blood pressures/blood
dtaw precautions are care planned,

What measures will be pat into place or |
what systematic changes you will make to
ensure that the defictent practice dees not
recur; i

Licensed nursing staff will be educated by
the Staff Development Coordinator upon
hire and annually to ensure care plans/care
divectives inolude instructions for knee
braces, pressure relicf cushions, and/or i
positioning in the whealchair and that bleod
pressires/blood draw precautions are care

FORM CMS-2567{02-59) Pravious Versions Obsoicte Event \L; PO

Facity D: THG4? §f contimuation sheel Page 9of 21
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445208 - B. WING 081072013
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(4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLRL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cmss-nermegcmegm THE APPROPRIATE
F 279} Continued From page 9 Fo7g| planned. Assisant Director of Nursing will
1
licscipiary Sreaing oo ated Ju 7, e e me e e
2013, revesled "...No functional changes...would X2 1o ensure care plansfeare direciives ,
benefit from a pressure relief cushion which was include fnstractions for laoe b \ ;
Issued today... presaure relief eushions, and/or positioning
; ' in the wheelthair and that blood
Medical record review of a Care Directive ) :
(Gertified Nurse Aidle care plan) dated August 5, pressuresfblood drasy precautions ar¢ care
2013, revealed no instructions for knee brace, plaon
pressure feliaf cushion, and/or positioning in the How the corrective actiongs) will be
wheelchair. ' monitored to engure the deficient practice
: ill not recar; i.e., what guality assurance;
Observation on August 5, 2013, at 11:37 a.m., on wi T3 L ;
the West Wing Hall revealed a staff member program will be put into place.
pushing the resident in the wheelchair with a : Audit results will be repotted by the

pressure reliof cushion. Confinued observation
revealed the resident’s legs without support
unable to reach the floor and 2 brace on the right

Director of Nursing to the Performance
Improvement Committee monthly fos 3

k months or until 100% eompiiange is
free. achicved. The Performance Imprt;vemem
ittee will revi s and if
Observation on August 8, 2013, at 1:00 p.m., on mﬁ:c will mg;‘:h t::zzf:n m, and i
the West Wing revealed the resident propelling additio nal"mm’. ve action(s), *
self in the wheelchair. Continued observation 0 ’

revealed a prassure relief cushion in place, and/or systematic changes may be intiated. - | 4,

bilateral legs without support, and a knee brace
on the right knes.

Interview with. the Director of Nursing (DON) on
August 8, 2013, at 1:38 p.m., in the West Wing
Nurses Station confirmed the Care Plan did not
include any approaches or interventions for the
knee brace to the right knee for contractures,
pressure relief cushion to the wheelchair, and/or
positioning.

Resident #120 was admitted to the facility on July
§, 2011, with diagneses including End Stage
Renal Disease, Diabetes, and Nephritis.

Medical record review of the rasidant current
FORM CMS5-2567{02-68) Pravicus Versions Ghiaoloto Event ID:POBMYY . Factily 1 TN5402 If continuation sheat Page 10 of 21
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NAME Of PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODE
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LIFE CARE CENTER OF ATHENS | ATHENS, TN 37371
(X4} ID BUMMARY STATEMENT OF DERICIENCIES ID PROMIDER'S PLAN OF CORRECTION G}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOW.D BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFEREDBEJFESTO THE APPROPRIATE DATE
F 279 Continued From page 40 F 279
Care Plan last updated June 12, 2013, revesied
"...shunt to {eft arm..." Continued review of the
Care Plan revealed the Care Plan did not
address blood pressure/ blood draw precaution in
the [eft arm.
Observation on August 7, 2013, at 9:34 a.m.,
revealed resident #120 resting in bed. Continued
observation revealed the resident with a dialysis
shunt to the left arm,
Interview with the DON, in the DON's office, on
August B, 2013, at 1:24 p.m., confirmed the care
plan did not address blood pressures/ blood draw
precautions in the left extramity. i . ) —_ '
F 280 [ 483.20(d}3), 483.10(k){2) RIGHT TO F 280( What corrective action(s) will be L § 0972613
$5=D | PARTICIPATE PLANNING CARE-REVISE CP accomplished for those residents found to |
C . “have been affected by the deficient
The resident has the rihtéunlm adjudged practice;
incompetent or otherwise found tobe .
incapacitated under the laws of the Stats, to Resident 140 care plan was updated to
participate in planning care ard treatment or "“"!:g:t,?ggfﬁi :;mgelfiy the i|
in ca resk 1
changes in care and reatment. Care Plan Coordinator on 8/7/13, |
mg’ggxs aﬁmerc;r:cp;:rpra‘gg:lﬁ g: eloped How you will ldentify other residents
Interdisciplinary team, that includes the attending same deficient practice and what
physician, a registered nurse with respansibility corrective action will be taken; :
for the resident, and other appropriate staff in . .
disciplines as determined by the resident's needs, . ‘::L:‘;:fmfexﬁ :ob;: M?o&ﬁm
and, to the extent practioable, the participation of ofrcsidmpfcm plens with e behaviorof !
the resident, the resident’s family or the tesident's exposure was siarted by the Care Plan
legal representative; and periodically reviewed C?ordmators on 877715 and will be
and revised by a team of qualified persons after campleted by 9/26/13 to ensure that cars
each agsaessment, PI ans in clude approaches to address the
resident’s behavior of exposing self,
Licensed nursing staff will be educated by
FORM CMS-2567(02-09) Privious Vaesions Obsoists Event ID:PO5M1S

Facity ID: TNSd02 If continuation sheet Paga 11 of 21
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445208 B. WING — 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, Z2iP CODE
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{X4) 1D SUMMARY STAYEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION ()
PREFIX {(EACH DEFICIENGY MUIST BE PRECEDED BY FULL PREFDX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR,L3C [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENGY)
F 280 | Continued From page 11 F 280 the Disoctor of Nursing and/or Staff

This REQUIREMENT is not mel as evidenced

Based on medical record review, observation,
and interview, the facility fafled to revise the care
plan to address dignity for one-(#40) of thirty-five

‘resident's reviewed,

The findings included:

Resident #40 was re-admitted o the facility on
January 25, 2013, with diaghoses including
Diabetes Mellitus, Dementis, Hypertension,
Abnormal Gait, and Abdominal Aorta Aneurysm,

Medical record review of the resident's Care Plan
dated January 25, 2013, revealed “...PL (patient)
keep Brief Pulied Down and stays uncovered
while in bed..." No approaches to address the
residernt's bahavior of exposure were found.

Observation on August 5, 2013, at 3:20 p.m., in
the resident’s room revealed the resident was
lying an the bed wearing a brief and the privacy
curtain was drawn part way, Conlinued
observation revealed the privacy curtain was not
pulled far enough to conceal the resident wearing
a brief and exposed to view from the hallway.

Intarview with Minimum Data Set Coordinator
{(MDS #1) on August 7, 2013, at 8:45 a.m., in the
MDS office corfinned no approaches to address
the resident's behavior of exposing seif had been
implemanted.

F 309 483.25 PROVIDE CARE/SERVICES FOR

8s=bD | HIGHEST WELL BEING

Development Coordinator by 8/26/13 to
ensure that resident care plans with a
behavior of exposure inchide approaches ta
address the resident’s behavior of exposing -
gelf. :

What measnres will be put into place or
what systematic changes you will make fo-
ensurc that the deficient practice does not!
Teomr;

Licensed nursing staff will be edueated by
the Staff Development Coordinator upon
hire and annually to ensure that resident care
-plans with a behavior of exposure include
approaches to address the resident’s
-behaviar of exposing self Assistant Director!
:of Nursing will complete a 10% anditof  °
:resident ¢care plans with s behavior exposure :
'weekly X4 and monthly X2 to ensure that
resident care plans with a behavior of
exposure include approaches to address the
resident’s behavior of exposing self.

How the corrective action(s) will be !
.monitored to enyure the deficiont practice|
will not recar; i.e., what quality assuran.

program will be put into place. i

Audit results will be reporied by the

Director of Nursing to the Performance
Improvement Committee monthly for 3
monshs or until 100% compliance is
achieved. The Performance Improvement
Committes will revigw these results; and if
deemed necessary by the commiitee, Y
F 308| additional corrective action(s), measures, | 09r26/13]
and/or systematic changes may be initiated. |

FORM CMS-2587(02-99) Previous Varsions Obsolete Evont ID:POSM11
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B I R
445208 B. WING : 08/07/2013
NAKME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z1P CODE
1234 FRYE STREET, FO BOX 786
LIFE CARE CENTER OF ATHENS ATHENS, TN 27371
{X4) 1D SUMMARY STATEMENT OF DEFICENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE N
TAG éesmmoawc ENTIFYING INFORMATION) TAG cm-mmsnuggg' TO THE APPROPRIATE DATE
What corrective action(s) will be
F 309 Continued From page 12 . F309 accomplished for those residents found to
Each resident must recsive and the facility must have been affected by the deficient
provide the necessary eare and servicas fo attain ractice:
or maintain the highest practicable physical, P g
mental, and psychasogial well-hei_ng, in Resident #43 was assessed for positioning
accordance with the comprehensive assessment by oceupational therapy on 8/6/13. Resident
and plan of care. .#120 Physician was notified by Director of
"Nursing and clarification orders were
 received for dialysis on 8/6/13.
ghis REQUIREMENT is not met as evidenced : How you will identify other residents
¥ . ] *having the potential to be affected by the
Based on medical record review, observation, . same deficient practice and what
and interview, the facility failed to assess for ' corrective action will be taken;
positioning of ane resident (#43), and fafled to ;
obtain a physician's order for dialysis for ane . All residents that reside in the facitity that
resident (#120) of thirty-five residents reviewed. utilize pressure relief cushions and/or
S ireceiving dialysis have the potential to be
The findings included: | affected. Staff Development Cocrdinatoer
: +will educate licensed staff by 9/6/13 to
Resident #43 was admitted to the facility on : :;sm that residents are eva{uated for proper:
September 9, 2013, with diagnoses including " positioning after a pressure relief cushion
Depression, Dementia, Congestive Heart Failure, “has been placed. Director of Nursing :
and Abnormality of Gat. educated Health Information Management |
. . . - Director on 8/6/13 to ensure that resident ¢
Medical record review of the quarterly Minimum dialysis orders are printed on the monthly
Data Set (MDS) dated'.luly .11' 2013, revesled the physician recapitulation orders. 100% andit -
resident was severely impaired cognitively and " of residents that utilize pressure relicf
required limited assistance of ore for lacomation cushions to evaluate for proper positioning
off the unit with guided maneuvering of limbs. were started on 8/6/13 by oceupational
. therapy and will be completed by 9/26/13.
Medical record review of the Care Plan last A e fete that et dialysis weto
updated July 24, 2013, revaaled no care plan for audited by the Director of Nursing on 8/6/13
a knae brace, pressure rellef cushion, and/or to ensure that the Physician was notified and
positioning. clarification orders were obtained if n2eded.
Medical record review of a Nursing
Rehabilitation/Restorative Care form dated March
12, 2013, revealed "...apply brace 1o R (right)
knee..."
FORM GMS-2567(02-99) Previous Viersiond Obsoiste Evant ID:POSM11 Faciity ID: TN5402 IF continuation sheet Page 13 of 21
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TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG cmnsmnzggg&m THE APPROPRIATE BATE
. What measures will be put into place or
F 308 | Continued From page 13 F 309! what systematic changes you will make to
ensure that the deficient practice does not
Medical record review of a Rehabilitation Services tecur;
Multidisciplinacy Screening Tool dated July 17, ;
2013, revealed "...No functional changes.. wotld ! Licensed staff will be educated by the Staff
benefit from & pressure relief cushion which was ‘Development Coordinator upon hire and
fgsued today..." - 'annually to ensure that residents are
-evaluated for proper positioning after a
Medical record review of a Care Directive _pressure relief cushion has been placed. All
{Certified Nurse Aide care plan) dated August 5, regidents admitted on dialysis will-be
2013, revealed no Instructions for knee brace, ireviewed by Assistant Director of Nursing to
pressure relief cushion, and/or positioning. {ensure that dialysis order has been obtain
‘and written on the montitly physician
Observation on August 5, 2013, at 14:37 a.m., on ‘recapitulation orders, Director of Rehab
the West Wing Hall revealed a staff member - Services will complete a 10% sudit of all
pushing the resident in the wheelchar, - regidents that utitize pressure relief cushions
Continued observation revealed the resident's weekly X4 and monthly X2 to ensure that
legs without support and unable to reach the floor they were evaluated for proper positioning.
and & brace on the right knee. Director of Nursing will audit 160% of
residents admitted on dialysis weekly X4
Observation on August 6, 2013, at 1:00 p.m., on and morthly X2 to ensure that dialysis order:
the West Wing revealed the resident propelling has been obtain and written on the monthly .
self in the wheelchair. Continued observation. physician recapitulation orders. Ny
revealed the bilaters! legs with no support and a | T
knee brace on the right knee. How the corrective action(s) wili be 1
C monitored to ensure the deficient practiee*
Interview with Physical Therapist #1 on August 8, will not recur; i.e., what quality assarance|
2013, at 1:10 p.m., in the restorative gym program will be put into place. '
revealed the resident had no support for the lower
extromities. Audit resuits will be teported by the
Director of Rehab Services and Director of
Interview with the Director of Nursing {PON) on Nursing to the Perfortnance Improvement
August 6, 2013, at 1:38 p.m., in the West Wing Committee monthly for 3 months or until
Nurse's Station revealed Qccupational Therapy 100% compliance is achieved, The _
had assessed the resident on July 17, 2013, and Performance Improvement Committee will
a new pressure cushion had been placed in the review these results; and if deemed
resident’s wheelchair. Continued Interview necessary by the committee, additional
revealed the cushion prevented the resident's feet corrective action(s), messures, and/or
from touching the floor. Further interview systematic changes may be initiated.
confirmed the faclity had faled to evaluste the

FORM CMS-2567(02-99) Previous Viarsions Obsaiéte Event ID: FO&MTY Facliity \D: TN5402 If continuation sheet Page 14 of 21



88/27/2013 13:@1

4237459257 LIFE CARE ATHENS AT7? PAGE 21/32
DEPARTMENT OF HEALTH AND HUMAN SERVICES - " "FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391
STATEMENT OF DEFICIENCI COMPLETED
STATEMENT C GDRRECTIONES (X1 ;ﬁmmm i(za} :&'&Lﬁ CONSTRUGTION (X2} DATE SURVEY
445298 8. WiNG 08/07/2013
NAME OF PROVIDER DR SUPELIER STREET ADDRESS, QITY, S5TATE, ZIP CODE

LIFE GARE CENTER OF ATHENS

1234 FRYE STREET, PO BOX 786
ATHENS, TN 37371

A resident who is uniable to carry out activities of
daily living receives the necessary services to
maintaln good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

B:;sed on obsetvation and interview, the facility
failed to provide nail care for one (#40) resident of
thirty-five residents reviewed. ,

The findings inciuded:

Resident #40 was re-admitted to the facility on
January 25, 2013, with diagnoses including
Diabetes Mallitus, Dementia, Hypertension,
Abnormal Gait, and Abdomitial Aorta Aneurysm.

- toenails were assessed by the treatment
nurses on 8/7/13 to ensure that resident
toenail care is provided Nursing stafF will
be educated by the Staff Develogment

toenail care is provided,

engure that the deficient practice does o
recur; -

" be educated by the Staff Development
Coordinator upon hire and aniwally to

andit 10% of all residents weekly X4 and

is provided.

I the potential to be affected. 100% of resident;

. Director by 8/26/13 {o ensure that resident

What meagures will be put into iilau: or
what systematic changes you will make to

. Licensed and non-licensed nursing staff wil

ensure that resident toenail care is provided.
Unit Managers end/or Treatment Nurses will

monthly X2 to ensure that resident nail care

(X4 1d SUMMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAN OF CORRECTION

PREFDX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY QR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE

DEFICIENCY}

F 308 | Cantinued From page 14 F 308
rasident for positioning after the cushion had
been applied {o the whealchair.
Resident #120 was admitted to the facility on July F312
5, 2011, with diagnoses including End Stage '
Renal Disease, Diabetes, and Nephritis. ‘What corrective action(s) will be ,

jaccomplished for those residents found to |  009/26/13]
Medical record review of the current Care Plan ‘have been affecied by the deficient '
last updated June 12, 2013, revealed *...dialysis ‘practice;
3d (three days)..." Continued medical record
review of the ¢urrent Physician Recapitulation ‘Resident #40 toenails were trimmed by the
Orders signed July 9, 2013, revealed no ‘Treatment Nurse on 8/7/13. .
documentation of an order for dialysis.
« How you will identify other residents

Interview with the DON, in the DON's office, on | having the patential to be atfected by the
August 8, 2013, at 1:24 p.m., confirmed the i same deficient practice and what
facdlity failed to obtain an order for dialysis. corrective action will be taken; :

Z::[Z) g%i%ﬁgéﬁ#g;s%’;ﬁg OVIDED FOR F312 [+ All residents who reside in the facility have

ot
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STATEMENT OF DEFICRENCIE 1
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445294 B.WING : 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZW° DODE
1234 FRYE STREET, PO BOX 786
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(X4 18 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION {5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE PATE
DEFICIENCY)
\ How the corrective action(s) will be
F 312{ Continued From page 15 F312) monitored to ensurc the dglzl.cient practice
} will not recur; ie., what guality assurance.
Observation on August 5, 2013, at 10:00 a.m., in program will be put into place.
resident #40's room revealed tha resident was '
lying on the bed with no socks ar.shoes and the Andit results will be reported by the
resident’s toenails were long and jagged. ‘Director of Nursing to the Performance
Improventent Committee monthly for 3
Observation and interview on August 7, 2013, at ‘months or until 100% compliance is
8:50 a.m., with Minimum Data Set Coordinator #1 achieved. The Performance Improvement
and Certified Nurse Aseistant #5 In the resident's :Committee will review these results; and if '
roam confirmed the resident's toenails were long .deemed necessary by the committee,
and jagged and required trimming. ‘additional corrective action(s), meastres,
F 371 | 483.35{1) FOOD PROCURE, F 371} and/or systematic changes may be initiated,
SS=F | STORE/PREPARE/SERVE - SANITARY e
‘F371
The facility must - : .
(1) Procure food fromn sources approved or ! What correetive action(s) will be ; .09!26!13‘
considered satisfactory by Federal, State or local ‘ accomplished for those residents found to -
authorities; and i bave been affected by the deficient
{2) Store, prepare, distribute and serve food | practice;
under sanitary conditions : '-
. The following observations made on 8/5/13 -
: wete corrected as followed: 1) Sprinkder ||
jhoad in walk-in refiigerator was wiped off | .
and assessed by the Certified Dictary !
Manager and Director of Maintenance on
This REQUIREMENT is not met as evidenced 8/5/13. 2) Spoiled tomatoes were disposed
by: . of by the Certified Dietary Manager oo
Based on observation and interview, the facility 8/5/13, 3} Tee build-up on door lateh inthe -
dietary department failed to maintain dictary walk-in freezer was removed by the Director|
equipment in a sanitary manner. -of Maintenance on 8/5/13. 4) lco cream i
- freezer was defrosted to retsove fce build-up;
The findings included: :from chest interior by Dietary Aide on )
*8/10/13. 5) The exterior-of the ovens, fryer, |
Observation and interview with the Certified and reach-in refrigerator/freezer doors were |
Dietary Manager on August &, 2013, beginning ot cleaned by the Assistant Dietary Manager |
8:08 a.m., confirmed the following: and Dietary Aide on 8/5/13. 6) The reach-in
‘ refiigerator door gasket was cleaned by the .
1) The walk-in refrigerator had water dripping Certified Dietasy Manager on 8/5/13. 7) The |
FORM CMS-2667(02-06) Previous Varsions Obsclote Evant iD: POSM1 If continuation sheat Page 16 of 21
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' 445258 B Wike : 08/07/2013
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZW° GODE
LIFE CARE CENTER OF A 1234 FRYE STREET, PO BOX 788
OF ATHENS ATHENS, TN 37371
F(,x:n s - c's_’unsmggv STATMELE_I@T agF DEFlcu-:rg%iss'.:uu o] PRCVIDERS PLAN OF cobi;tREc‘l‘loN (b))
RECEDE (EACH CORRECTIVE ACTION SHO COMPLETION
TAG REGULATORY O LSC IDENTIEYING INFORMATION) p‘%ﬁém QRQMFERE\&V.FTO TRE m%gmafm BATE
. BEFICIENCY)
F 371 i reach-in freezer door was cleaned by the
g:::'&“j:;“:k'ra":g:;s P37 Certified Distary Manager on &/5/13, The
2) The wali-in refrigerator had two spoiled g Obscvatlons mace on BI6/13 were
tomatoes stored In a case of tomatoes. -storage uma":gglae ﬁg};t)'sgeaih;grzﬁw the:
3) E‘e walk-li:t;rheemer door had 2 build-up of ice - walk-in refrigerator was disposed of by the
:;‘Thzm. : chestinterior had & Director of Maintenance on 8/6/13. 2) The
bildus mﬁfﬁam freezer miener had a ‘supporting legs and shelves of the shelving
5) Tha r;xterio;s of the ovens, fryer, reach-in unit containing clean disg::nitn ﬂ?e dizh room-
reftigerator/freeze doors had  debris present. :;m clmna:g B}; the Aif de on ?;;}?;y
8) The reach-in refrigerator door gasket had Ruager and Dietan - ‘
D Fhohad debriz present, How you will identify other residents
7 reach-in floor had present, ’ "
) " debris t ‘having the potential to be affected by the
Observation and interview with the Certified jsame deficient practice and what
Diatary Manager on August 5, 2013, beginning at ‘corvective action will be taken; _
405 p.m., confimed the following: | All residents that reside in the facility have
. . : (the potential to be affected, A dietary
) e twa daor reachin re oy, rage |abservation audit that included 100% of the
) following: 1) sprinkier heads in the walk-in .
2) The inlerior and exterior comners of "eﬁ",g"m“’- 2) produee storage, 3) freezers, |
approximately a dozen sheet pans, stored on the 4) dietary equipment, 5) walk-in |,
clean storage rack, had heavy accumulation of rofrigerator/froezer doors and door gaskets, (| <.,
blackened dabris. -and §) shelving storage units was completed |
' by the Certified Dictary Manager on 8/6/13
3) The walic-in refrigerator had a vacuum packed to ensure that faod storage and equipment is
pre-cook ham stored in direct contact with the maintained in a sanitary manper: Dietary
raw cabbage. staff will be educated to utilize routine
cleaning and daily expiration cheek
4) The sitver ware storage cart had an schedules by the Certified Dictary Manger
accumulation of sticky dusty debvis. by 8/26/13 to ensure that food storage and
‘ - equipment is maintained i a sanitary
5) The ice machine intetior ice dispenser slot had INANNEL.
@ build-up of scale, 'What measures will be put into place ot
com what systematic changes you will make to
maﬂon dﬁgﬂg&%‘ﬁ&:}“ had en ensure that the deficient practice does not
) recur:
Observation and interview with the Assistant )
FORM CMS-2567(02-99) Previous Versions Obsolets Event I PUSIM11 Fanky 100: TN5402 If continuation sheat Page 17 of 21
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4237459257 LIFE CARE ATHENS AT7 PAGE 24/32
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED .
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIE DATE SURVEY
R Rorcometmon” [P BB Eei o MaTr consTRucTON P e
445295 B. WING , 080772013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1234 FRYE £TREET, PO BOX 738
LIFE CARE CENTER OF ATHENS ATHENS, TN 37371
| e | b | oo, | g
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROFRIATE bate
) i staff will be educated by the
F 371 | Continued From page 17 F3r Cecr?ged Dictary Manager upon hire and
Diatary Manager on August 8, 2013, beginning at annually to utilize routine cleaning snd daity.
7:37 a.m., confirmed the following: expiration check schedules to ensure that
, food storage and equipment is maintained in
1) The shelving storage unit on the right side as a sanitary manner, Dietary observation
you enter the walk-in refrigerator, had three andits will be comnpleted by the Assistant
rusted shelves with various cases of food stored Dietary Manager and/or Certified Dietary
on the shelves, Mavager to include: 1) sprinkler heads in the;
walk-in refrigerator, 2) produce storage, 3 .
2) The shelving unit containing clean dishes in freezers, 4) dictary equipment, 5) walk-in
the dish room had an accumulation of sticky refrigerator/freezer doors and door gaskets,
blackened debris on the supporting legs and . &nd 6) shelving storage units weekly X4 and’
shelves. monthly X2 to ensure that food storage and
F 431 483.80(b), (d), (e) DRUG RECORDS, F431| equipment is maintained in a sanitary ;
$8=E | LABEL/STORE DRUGS & BIOLOGICALS ' manner. :
The facility must employ or obtain the services of How the corrective action(s) will be i
a licensed pharmscist who estsblishes a system monftored ta ensure the deficient practice *
of recards of receipt and disposition of all will not vecar; Le,, what quality assarance
controlled drugs in suffiient detsil to enable an program will be put into place.
accurate reconciliation; and determinas that drug !
records are in order and that an account of all .Audit results will be reported by the
controlled drugs is maintained and periodically Certifiod Dietary Manager to the ¢
reconcied. Petformance Improvement Committee . 4
monthly for 3 months or untif 100% i
Drugs and bictogicals used in the facility must ba (compliance i¢ achieved, The P@rt'?rmanoe ‘
labeled in accordance with currently accepted ‘Improvement Committee will review these |
professional principles, and include the results; and if deemed necessary by the '-
appropriate accassory and cautionary committee, additional comractive action(s),
instructions, and the expiration date when ‘measures, and/or systematic changss may be
applicable, -initiated. i
In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper femperaturs F431 '
ponirats, and t?ﬂﬁgﬂk:;g authorized personnel to What correctlve action(s) wil be 1 05726713}
) accomplished for those vesldents found to ;| .
The facility must provide separately locked, have been affected by the deficient |
practice;
FORM GMS-2567{02-89) Previous Versions Ooniebs Evant ID:POSM1I1 Facibly I0: THSA0Z . If continuation sheat Page 18 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICA!D SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES F N DATE SURVEY
AND PLAN OF CORREGTION =D IWT&RMER%RT Tgmmm CONSTRUGTIO {xa)onm_stso
445298 B. WING 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1234 FRYE STREET, PO BOX 786
LIFE CARE CENTER OF ATHENS ATHENS, TN 37371
{X4) 1D SUMMARY STATEMENT Of DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG caoss-REl-‘Ensggpe& TO THE APPROPRIATE DATE
E 43 page LPN #1 removed rubbing alcohol, the two
1] Continued From 18 F 431 tubes of Capsaicin ointment, the open diet
permanently affixed compartments for storage of coke, the three cans of disinfectant spray,
cantrolled drugs listed in Schedule 1) ofthe and the two cans of ir freshener and
Comprehensive Drug Abuse Prevention and obtained 2 ternperature gauge for the .
Control Act of 1976 and other drugs subject to medication refrigerator on 8/6/13
abuse, except when the facility uses single unit i
package drug distribution systems in which the How you will identify ofber residents
quantily stored is minimel and a missing dose can having the potential to be affected by the
be readily detected. same deficient practice and what
corrective action will be taken;
' All residents that have medications stored in
by: ' potentiat to be affected. All facility
failed fo appropriately store medications and Meangers on 8/7/13 to ensure that chemicals
che_mimls and to moniter the temperature . and/or soft drinks are not stored with
refrigerator storage area for one of two * medications and that the medication
medication storage reoms observed. * refrigerators have a tomperature gauge in
AT .. place. Licensed nursing staff will be
The findings included: ‘educated by the Dirsvtor of Nursing and/or
_ ; 7
Observatonof 1o 100 el madicton starage Sl Devlpment Coordtr by 32713 |
foom an Augmt 6, 2013, at 2:00 p.m., with are not stored with medications and that the k
l"m""'";e":l Practhel Nurse (LPN #1) revealed in medication refrigerators have a temperature
the top right cabinet a bottle of rubbing alcohol, gange in place,
two tubes of Capsaicin ointment, an opened diet — .. ,
cola, three cans of disinfactant spray and two : or .
cans of air freshenar. Further abservation of the ::;';f;sﬁ::;:ﬂ:g:;ft&ﬁﬁc:k:m !
100 medicattion storage room revea!ed mw ensure that the deficient practice does not
temperature gauge for the medication recur: ;
refrigerator. . 3 .
' icensed nursing staff wilt be educated by
Interview On August 6, 2013, at 2:00 p.m., with e SeeEE Dot et Cantlontrs oo
LPN #1 canfirmed the medications, chemicals, hire and annually to ensure that chemnicals
and ‘the digt oole! were not stored properly. and/or soft drinks are not stored with
Additional interview Wﬂh LPN # confirmed the medications and that the medication
absence of the thermometer. refrigerators have a temperature gauge in
F 465 | 483.70(h) F 485 place, Evening Nurse Supervisor will audit

FORM CMS-2567(D2-89) Pravious Vorsions Obsolats

Event IO POSM11

Fackity tD: TH5402
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
~CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-031
STATEMENT OF DEFICIENGES %1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION PL3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILDING COMPLETED
. 4452908 B.winNG , 0810772013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE. ZiP CODE
1234 FRYE STREET, PO BOX 788
IIFE CARE CENTER OF ATHENS ATHENS, TN 37874
{x4) D SUMMARY STATEMENT OF DEFICENCIES - D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING RFORMATION) TAG caoss-nameggﬁsg ;o Ngﬂma AFPROPRIATE DATE
. 100% of facility medication storage rooms
F 485 | Gontinued From page 19 F465|  weekly X4 and monthly X2 to ensure hat
55=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL c¢hemicals and/or soft drinks are not stored
E ENVIRON with medications and that the sedication
. refiigerators have a temperature gauge in
The facliity must provide a safe, functional, place.
sanitary, and comfortable environment for
residents, staff and the public. : How the corrective action(s) will be
"monitored to ensure the deficient practice
' -will not recur; Le., what quality assurance
This REQUIREMENT is not met as evidenced program will e put inte place.
by
Based on observation and interview, the faciity Audit results will be reported by the
falled to provide a sanifary, odor free environment Director of Nursing to the Performance
for one (#40) of thirty-five residents reviewed. Improvement Committes monthly for 3
- months or until 100% compliance is
The findings included: -achieved. The Performance fruprovement
Committee will review these regults; and if
. deemed necessary by the committee,
Observation on August 5, 2013, at 10:00 a.m., In additional corrective action(s), measures, |
resident #40's room revealed a strong urine odor and/or systematic changes may be initiated.
and a sticky floor, :
Observation on August 6, 2013, at 8:00 a.m, and -
10:30 a.m., of the resident's room revealed the F465
resident was out of the room and the bed was | What five action(s) will be ' 6;&6 "131
maae, a strong uring nt. at correc Al -.P X
ade, and a 9 urine odor was prese accomplished for those residents found to ;
Interview on August 8, 2013, at 8:43 a.m., with have been affected by the deficient
Licensed Practical Nurse (LPN) # 3 and _ practice;
Housekeepar #1 in the resident’s room confirmed e
the room had a strong urine odor and the floor Resident #40 room was cleaned and
was sticky. Continued interview with LPN #3 sanitized by environmefita services on
revealed the resident's roommate urinates on the 8/6/13. .o
floor in the room daily and observed a yellowish How you will identify uther residents
brown area on the floor between the resident’s having the potential to be affected by the !
beds. » same deficient practice and what
rrecti ion will be taken;
Observation and interview on August 7, 2013, at ce . 'w: a@ v ’
8:50 a.m., with Minimum Data Sat Coordinator £1 All residenty that reside in the facility have °
and Cerlified Nurse Assistant #5 in the resident's the potential to be affected. 100% of resident

FORM CIMS3-2667[02-09) Previous Versions Obsolet Event iD: POSM11 Faclily I, TNGA12 if continuation shaat Page 20 of 21
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PAGE 27/32

" FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFXCATION MUMBER:

445253

(X2) MULTIPLE CONSTRUCTION

A BLULDING

B. WING

(X3) DATE SURVEY
COMPLETED

08/07/2013

NAME OF PROVIDER OR SUFPLIER
LIFE CARE CENTER OF ATHENS

STREET ADDRESS, CITY, STATE, ZIP CODE
1234 FRYE STREET, PO BOX 786
ATHENS, TN 37374

(X4) 10 BUMMARY STATEMENT OF DEFICIENCIES
FREFIX (EAGH DEFIGEENGY MLIST BE PRECEDED BY FUILL
TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

TAG

PROVIDER'S PLAN OF CORREGTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

DATE

F-465 | Continued From page 20

urine ador and the fioor was sticky.

roomt confirmed the resident's room had a strong

F 485

rooms were audited by the Director of
Environmental Services on 8/6/13 to ensure
that resident rooms are sanitary and odor
free. Nursing and environmental scrvices
staff will be educated by the Staff
Development Coordinator andfor Director of*
Environmental Servicas by 8/26/13 to

ensure that resident rooms are sanitary and

_odor free.

What measures will be put into place or

-what systematic changes you will make to .
-engure that the deficient practice docy not
_recur;

-Nursing and environmental services staff
-will be educated by the Staff Development

 Coordinator and/or Director of .
 Environmental Services upon hire and i
‘annually te ensure that resident tooms are
-samitary and odor free, The Assistant
Director of Environmental Services andfor
Director of Enviroumental Services will |
.audit 10% of resident rooms weekly X4 and :
.monthly X2 10 ensure that resident Tooms
‘are sanitary and odor free,

I-Iow the corrective action(s) will be
. monitored to ensure the del"cien't practice.
{will not recar; i.e., what quality sssurance.

:pragram will be put into place.

. Audit results will be reported by the
'Director of Environmental Services to the
Performance Improvement Comumittee
monthly for 3 months or until 100%
compliance is achieved, The Perforrance
Improvement Committee will review these
results; and if deemed necéssary by the
committee, additional comrective action(s),
measures, and/ot systematic changes may be:

¥

FORM CMS-2567(02-89) Previous Varsions Obsclate

Event 1; POSMI1
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